A s is the case elsewhere in Canada, Quebec has been engaged in restructuring health and social services with a view to scaling back hospitalization and emphasizing care in the community. Psychiatric care has led the way in this movement since the early 1960s: Figure 1 shows the number of psychiatric hospital beds cut since the mid-1960s, despite the creation of psychiatric departments in general hospitals. This overall reduction has been effected essentially through the closure of long-stay hospital psychiatric beds. In 1995, the number of psychiatric beds in Quebec was 1 per 1000 inhabitants. This was double the number to be found in most other Canadian provinces, including Ontario and British Columbia, but in the middle range for European countries and 30% lower than in France (1,2). The Government of Quebec, the Montreal Regional Health and Social Services Board, and many psychiatric hospitals, including L-H Lafontaine Hospital, plan to pursue downsizing of psychiatric hospitals as well as a 50% reduction over the next 5 years in the number of acute-care beds in both general and psychiatric hospitals (3) (4) (5) .
Psychiatric deinstitutionalization has been driven by a variety ofhumanitarian, scientific, economic, and societal factors. In the early 1960s, these included the public reaction to the scandalous conditions of care in psychiatric hospitals, the availability of recently developed antipsychotic drugs, the knowledge that care in the community was possible, the recognition that costs would be lower in the community than in hospitals, and acceptance of the idea that the disabled should not be segregated but instead cared for in the community (6, 7) . Nowadays, it could be argued that these factors are still very much operative, even though financial considerations may seem predominant: scandals continue to occur in psychiatric hospitals or involving mentally disordered vagrants, new antipsychotic drugs have made it possible to alleviate previously refractory psychoses (8, 9) , psychosocial rehabilitation programs and know-how have progressed (10, 11) , and successive waves of civil rightsoriented legislation have confirmed that our society favours providing care in the least restrictive environment possible.
Critics of deinstitutionalization have underscored its downside: the increased burden for relatives, the possibility of homelessness or imprisonment, and the transfer of patients to other institutions such as nursing homes (12, 13) . However, observers have countered that, if they have occurred, these negative consequences are primarily a product of the insufficient transfer of resources to the community and a lack of comprehensiveness and continuity among services there (11, 14) . It has also been argued that these consequences are more likely to affect those new, young, chronic patients who have never actually been hospitalized in psychiatric hospitals than long-stay inpatients discharged into the community (7, 15) .
Evidence concerning the fate and outcome of discharged long-stay inpatients is scarce. In the state of Vermont, longterm follow-up of patients discharged with adequate support in the 1950s showed that they needed considerable clinical and social support 5 to 10 years after being released; however, 25 years after being discharged, most patients were no longer in contact with services and were living a better-integrated life in the community (16) . The most comprehensive study of the matter, known as the TAPS project, was undertaken relative to the closure of2 London (UK) psychiatric hospitals in the early 1990s (17) . The first years of follow-up indicated that patients were for the most part discharged to a variety of supervised residential settings with no added burden for relatives, that fewer than 5% became vagrant, and that, although symptoms did not improve, social relations and quality oflife did. A recent US study confirmed these findings (18) .
The present study was conducted in the largest psychiatric hospital in Canada in 1989. It examined the clinical and psychosocial characteristics oflong-stay inpatients discharged in the past decade, whether their needs for care and services were met, and what the needs were of patients still hospitalized. The 2 other papers in this series investigate the costs and effectiveness of deinstitutionalization (see p 533) and the organizational issues related to its success (see p 539).
Methods

Background
Louis-H Lafontaine Hospital is 1 of7 psychiatric hospitals in Quebec and in 1989 was the largest in Canada, with about 2000 inpatients. Downsizing began in the 1960s, when its population peaked at nearly 6000 inpatients. The hospital developed residential alternatives to hospitalization, beginning first with supervised hostels and foster families. These were followed by an array of supervised group homes and, in the past decade, supervised apartments, supported housing, and assertive community treatment. The hospital currently has fewer than 800 inpatients but manages over 1300 patients in the various supervised residential settings described above. Occupational and social activities have also been set up. For a century, this hospital was the institution to which francophones from the Greater Montreal area were referred for treatment, but, over the past decade, admissions from outside its east-end Montreal catchment area have been drastically curtailed: under the sectorization of psychiatric care in Montreal in effect since the mid-1970s, it now offers acute psychiatric and outpatient care to the 340 000 inhabitants of this catchment area. Each year, 2000 patients are admitted at least once to its 150 acute care beds and briefhospitalization units, and over 6000 outpatients visit its 7 community-based clinics staffed by multidisciplinary teams, its 3 specialized clinics, and its outpatient clinic for discharged long-stay inpatients. It is estimated that between one-third and one-half of its longstay inpatients and patients in supervised residential settings were originally from its catchment area.
Patients
Ninety-six pairs of inpatients were randomly chosen from among the 1048 who on April 1, 1989, had been hospitalized for at least 1 year, but not in nursing home-type wards, and whose main diagnosis was not mental retardation. One member of each pair had been discharged at least once between 1989 and the time of interviews (1996 to 1998). The other, who remained hospitalized throughout this period, was matched for sex, age, length of admission, and level of psychiatric care (intensive, rehabilitation, community). The date ofApril 1, 1989, was chosen because in April, 1989, all inpatients were assessed with the Levels of Care Survey in a province-wide survey of psychiatric hospitals (19, 20) . Using this instrument, it was possible to employ a repeatedmeasures design to assess the key dimensions of symptoms, skills, disturbing behaviour, and physical disabilities. An algorithm designed by rehabilitation experts was applied to scores on the various items to produce a series of indices, including the level ofpsychiatric care. Patients had to be living, and they or their public or private trustee consented in writing to the interviews and case note review. In cases ofrefusal, the ethical committee allowed us to review case notes nonetheless. All but 4 patients known to be alive were contacted. Information from the case notes, and the personal knowledge of the research team, enabled us to determine that 2 of these were living autonomously in the catchment area and that 2 others with a history of homelessness had possibly become vagrant again. The interviews were conducted between 1996 and 1998 to suit the panel and research team's capacity to review each case (1 Yz days per case). Of the 96 discharged patients, 35 had been readmitted to hospital at least once, and 11 were hospitalized at the time of interview. and took part in all the consensus assessments ofthis study. The Needs for Services schedule (NFS) was also used. This is a more experimental instrument (26) that links agents and services to each area where needs for care were assessed. A summary rating at the end subsumes needs for residential, occupational, and leisure programs in the next year. The needs assessment procedure began with a case report by the clini- Needs for care were assessed through the Needs for Care Assessment Schedule (NFCAS) developed by the UK Medical Research Council in the 1980s, the reliability and validity of which have been ascertained by a series of studies conducted in the UK, Italy, and Canada (23) (24) (25) . The first author, who participated in these studies, trained fellow panel members
The sociodemographic and clinical characteristics of the 2 cohorts are described in Table 1 . Most patients suffered from schizophrenia and, on average, had accumulated more than II admissions and 15 years of hospitalization.
Although we matched the 2 cohorts for sociodemographics and psychiatric level ofcare in 1989, differences appeared on other dimensions, as can be seen in the next paper in this series (p 533), which reports the results of the Levels of Care Survey in 1989 and 1996-1998. In 1989, future discharged patients required higher levels ofphysical care but were more inclined to socialization. As will be evidenced later, this was due to the presence of different subgroups in the discharged group: patients with significant physical disabilities were more likely to be placed in regular nursing homes. The same differences were noted at follow-up and were supported by evidence from other instruments indicating that discharged patients exercised more living skills (lLSS, using transportation, Wilcoxon paired test, 56 pairs, Z = -3.56; P = 0.0001; leisure activities, Wilcoxon paired test, 61 pairs, Z = -2.23, ' Chi-square test signi fican t differ ence . The discharged patients generally moved into supervised settings. At follow-up between 1996 and 1998, these 96 patients were distributed as follows :
• 8% psychiatric hospital (L-H Lafontaine) • 2% forensi c hospi tal • 23% nursi ng hom es • 27% professionally supervised group homes • 10% hostels • 17% foster families When the overall residential needs assessed by the expe rt pane l were considered, the 92 traceab le discharged patients were deemed, by and large , to be in the right placement. Conversely, where the hospitalized group was concerned, over
• 4% supervised apartments • 8% on their own or with relati ves • 2% no known address Figures 2 and 3 show the severity of the cohorts' current clinical and psychosocial problems as evidenced by the NFCAS results. A global comparison indicates that patients never discharged presented with more clinical problems and more living skills deficits.
How did existing servic es mee t needs for care? Table 2 gives the primary needs status as assessed with the NFCAS by the panel of experts. In most cases, needs were met. When it was not possible to get former inpatients with deficits to exercise the skills in question autonomously, the need was rated " impossible to meet. " However, the supported living environments of these patients nevertheless provided daily hygiene care, meals, and transportation. Unmet needs were more common among hospitalized patients: 2.35 per patient compared with 1.39 in the discharged group. Unmet needs were particularly significant in the clinical area . The se included the need for a revision of medication or specific counselling for psychotic symptoms, intensive individualized stimulation programs for negative syndromes, and individualize d behavioural programs for dangerous or embarrassing behav iours. The 4 negative consequences of deinstitutionalization were not evident in the sample group. First, they did not represent an excessive burden on relatives because most were discharged to supervised residential settings. Second, fewer than 5% were lost to follow-up, and there were only 2 suspected vagrants. Third, none were found in jailor prison (but 2 required forensic hospital care for short or long periods). Fourth, although one-fifth of the former long-stay inpatients had been placed in nursing homes, this was deemed appropriate for patients with a considerable loss of autonomy due to a physical incapacity.
The clinical and psychosocial outcomes ofthe discharged patients were comparable to those described in Philadelphia and in the UK TAPS project: few clinical gains, a slow one-half of the patients were deemed placeable in a supervised community residential setting: 4% in hostels or foster families, 9% in professionally supervised group homes, 32% in similar settings after 1 to 2 years' preparation in a discharge unit, and 13% (most under 65 years of age) in nursing homes, owing to a loss of physical autonomy. The remaining patients were suitable for long-term hospitalization in either a regular ward or an "intensive rehabilitation unit." The latter, which currently does not exist in the hospital, is a place where multidisciplinary teams consisting primarily of educators and nurses implement intensive, individualized treatment plans for patients presenting with a combination of severe psychotic symptoms, withdrawal, and dangerous and embarrassing behaviours.
Occupational and day centre settings in the community are also required to support needs. These include sheltered workshops and forms of sheltered employment for over 8% of the hospitalized, and 23% of the discharged, patients and day centres for skills rehabilitation and socialization for 64% of the hospitalized, and 24% of the discharged, patients. improvement in social relations, improved quality of life in the least restrictive residential settings, and a need for supervised residential settings (17, 18, 27, 28) . It might be argued that practice in the UK, in the US, and in the hospital in question runs counter to current psychosocial rehabilitation rhetoric proposing supported housing (that is, one's own quarters or apartment with full support through intensive home visits) instead of group quarters or foster family schemes (29) . Nevertheless, although our panel of experts was familiar with, and prescribed, both supervised apartments and supported housing in their practices, they deemed supervised residential settings better suited to this specific group of former and current long-stay inpatients.
Some limitations of this study must be addressed. The needs assessment approach has been criticized from the start for its potential to mix the assessment of facts with value judgements. Although the needs assessment procedure has been systematized and relies on extensive information gathering, and notwithstanding that the procedure has proved reproducible in controlled research conditions, the fact remains that treatment plans and the appropriateness of interventions are ultimately a clinical judgement and a hypothesis. However, the experience and values of the experts helped control this bias. We relied on seasoned rehabilitation clinicians actively involved with this clientele and on research scientists aware of the most recent trends in psychiatric rehabilitation. Other limitations include the exclusion of mentally handicapped patients and patients who died between 1989 and the 1996-1998 follow-up.
Any discussion of deinstitutionalization tends to focus on needs for residential settings and to minimize such other major needs as clinical problems and occupational and leisure activities. This study underscores the importance ofattending to these other aspects because unmet needs identified among discharged patients regarding clinical problems and skills mastering appeared to be all that prevented some of them from leading a more fulfilling life or from moving into more autonomous residential settings. Further, some patients had been discharged only I or 2 years before follow-up, and the time frame may have been too short for the purposes of the study. Indeed, even when good service conditions prevail, improvement in this clientele often takes many years, as evidenced by the seminal longitudinal Vermont study (16) .
The problems and needs of the patients who remained hospitalized were even more considerable. Although over one-half could eventually be discharged to existing supervised residential settings, and another 13% to nursing homes, the rest required intensive treatment and rehabilitation care of a sort not currently available, to our knowledge, in this or any other Quebec hospital's psychiatric wards. Such "hostel wards" have been developed in the community in the UK (30) , and recently in British Columbia (31) , as an alternative to long- stay hospital care. They feature a home-like atmosphere, a high staff-patient ratio (almost I to I), and individualized treatment and rehabilitation plans developed by multidisciplinary teams with consultant psychiatrists.
Knowing the problems, needs, and outcomes following discharge of this severely handicapped group of patients does not equate to understanding all the processes involved, either in their timely release into the community or in the successful implementation ofthis policy by the hospital. To delineate the conditions that have supported its success, the resources allocated so far and the organization and values that have sustained the pursuit ofdeinstitutionalization must be considered together with the needs here identified. This will be the object of the next 2 papers in this series. 
